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SUBJECT: SPECIAL Implementation Update #60: Legislative Gies

Community Support and other MH/DD/SAS Electro@laims Submission

LME Role in CS Service Transition Electroniaés Transfer

Community Support Team Medicaid Provider Payn®&uspension

Residential Level IIl & Level IV Services Appsa

Case Management Workgroup State Funds Supplementing CAP-MR/DD Services

Medicaid Card Changes

This special Implementation Update outlines thegyathanges required to implement the provisiotgaeh in Session
Law 2009-451, signed into law on August 7, 200ated to Medicaid-funded behavioral health serviasswell as,
Health Choice and State funded services. Sectiations provide the statutory authority for th@sdicy changes which
can be found ahttp://www.ncleg.net/Sessions/2009/Bills/Senate/FI2B2v8.pdf. This special Implementation Update
will serve in lieu of the September Implementatigpdate.

Community Support and other Mental Health, Developnental Disability, Substance Abuse Services

SECTION 10.68.A.(a)(5)(b) and (c)

Effective October 12, 2009, for Medicaid, Healthoie and State-funded services, no new admiss@riadividual or
group Community Support services shall be authdrizdowever, Local Management Entities (LME) mastriet
admissions prior to the effective date in this mdordState funded Community Support services. Aew State- funded
Community Support service requests will be subj@ttME availability of funds.

Effective June 30, 2010, Community Support servigdisnot be a covered service under the NC Staéelighid Plan.
Requests for Community Support services for childreist follow the established Early and Periodie8ning,



Diagnosis, and Treatment (EPSDT) procedures andreggents, which are available at
http://www.dhhs.state.nc.us/dma/epsdt.

Authorizations for Medicaid and State-funded ComityuSupport services currently in effect as of tlate of this memo
will remain valid until the current authorizatiorpares.

SECTION 10.68.A.(a)(5)(d)
Effective October 12, 2009, Community Support ssFgicannot be provided in conjunction with anyheffollowing
enhanced services:
* Intensive In-Home Services
*  Multisystemic Therapy
e Assertive Community Treatment Team
e Community Support Team
e Substance Abuse Intensive Outpatient Program
» Substance Abuse Comprehensive Outpatient Treatment
» Child and Adolescent Day Treatment
» Psychosocial Rehabilitation
* Opioid Treatment
*  SA Medically-Monitored Community Residential Treamh
* SA Non-Medical Community Residential Treatment
e Partial Hospitalization

The providers of the following enhanced serviced tho not include clinical home functions,

e Child and Adolescent Day Treatment,

e Psychosocial Rehabilitation,

* Opioid Treatment,

*  SA Medically-Monitored Community Residential Treatmh,

* SA Non-Medical Community Residential Treatment, and

» Partial Hospitalization

will be responsible for the following activities:

e The development and implementation of the Persamnie€ed Plan (PCP) including the crisis plan. Aldjeal
professional delivering the service is respondibtehe development of the PCRAs a part of the crisiplan, the
provider must coordinate with the LME and recipigntdentify local crisis services that can be aseel.

e Submission of the applicable request for authaonmafiorm and supporting documentation to ValueQmior the
LME.

*  Submission of the Consumer Admission form to theH.M

If a recipient receives more than one non-clinfeahe service, e.g. Psychosocial Rehabilitation@pidid treatment, it is
expected that the providers will work together éominate services.

Effective September 28, 2009, qualified profesditenzel (licensed professional and qualified prafesal) Community
Support may be provided to a child in Resident&te! 11l and IV to assist in discharge planningheTqualified
professional may provide up to a maximum of 96su(#4 hours) of case management functions overda90
authorization period as approved by Value Optiarthe LME.

SECTION 10.68.A.(a)(5)(e)
The current moratorium on Community Support provigledorsement remains in effect.

SECTION 10.68.A.(a)(5)(f)

A provider of Community Support services whose eselment has been withdrawn or whose Medicaid faation has
been terminated is not entitled to payment durirgggeriod the appeal is pending, and the Divisioiedical Assistance
(DMA) shall make no payment to the provider durihgt period. If the final agency decision is indaof the provider,
DMA shall remove the suspension, commence payneendlid claims, and reimburse the provider forpants withheld
during the period of appeal.

SECTION 10.68.A.(a)(5)(9)

Effective October 12, 2009, the paraprofessionBl) (Evel of Community Support will be eliminateedafrom this date
DMA and the Division of Mental Health, Developmdrifasabilities, and Substance Abuse Services (DMBIEBAS) shall
not use any Medicaid or State funds to pay forlgwsl of service.



SECTION 10.68.A.(a)(5)(h)
Effective September 28, 2009 any concurrent (reaightion) requests are subject to the following:
1. The request may not exceed 90 days.
2. The request must be accompanied by a discharge plaa discharge plan is a required document fegaest to
be considered complete, the approved forms aredfouAttachment A for children and Attachment B &mtults.
Failure to submit the discharge plan to ValueOitWO) or the LME will result in the request beirejurned as
"Unable to Process."
3. The discharge plan must indicate that discharga ftee service will occur within that authorizatiperiod.

Policy for New Requests for Community Support
Effective September 28, 2009 any new requests donr@unity Support (not applicable after October2)9) are subject
to the following:
1. The request may not exceed 90 days.
2. The request must be accompanied by a discharge plaadischarge plan is a required document feqaest to
be considered complete, the approved forms aredfouAttachment A for children and Attachment B &mtults.
Failure to submit the discharge plan to ValueOitWO) or the LME will result in the request beirejurned as
"Unable to Process."
3. The discharge plan must indicate that discharga ftee service will occur within that authorizatiperiod.

SECTION 10.68.A.(a)(5)()(§) (k)
Any Community Support provider that ceases to fiamcas a provider shall provide written notificatito DMA, the Local
Management Entity, recipients, and the prior au#adion vendor 30 days prior to closing of the bess.

Medical and financial record retention is the rasbility of the provider and shall be in compli@nwith the record
retention requirements of their Medicaid providgreeement or State funded services contract. Rearall also be
available to state, federal, and local agencies.

Failure to comply with notification, recipient trsition planning, or record maintenance shall resuttuspension of further
payment until such failure is corrected. In adufififailure to comply shall result in denial of eliment as a provider for
any Medicaid or State funded service. A providecl(iding its officers, directors, agents, or manggmployees or
individuals or entities having a direct or indir@stnership interest or control interest of five geart (5%) or more as set
forth in Title X1 of the Social Security Act) thédils to comply with the required record retentimay be subject to
sanctions, including exclusion from further papation in the Medicaid program, as set forth ideTXl.

LME Role in Community Support Service Transition
To prepare for the Community Support transitionalddanagement Entities will need to:
» Provide notice to all Community Support providezgarding the changes in policies affecting Comnyunit
Support services.
*  Work closely with providers of Community Support\sees, particularly those that serve high risksaaners.
e Collaborate with providers to ensure consumersppeopriately triaged.
» Assess workforce and service development needs.

Community Support providers within a given catchiremea will need to be aware of alternative ses/ibat consumers
can transition to including but not limited to:

» Provisionally licensed professionals with LME cautis

» Licensed professionals

* Medicaid-enrolled psychiatrists/psychologists

* Primary care providers

» Other enhanced service providers

In addition, the LME will need to work diligentlyithin their provider networks to develop plans apa&nded service
capacity.

Community Support Team — SECTION 10.68.A.(a)(6)

Effective September 28, 2009, all new authorizatifom Community Support Team (CST) shall be bagemhunedical
necessity as defined by the DMA Clinical Coveragédy 8A and shall not exceed 18 hours per weekquRsts received
by ValueOptions and LMEs for more than 18 hoursweeek shall be returned as “Unable to Process.'bfAke date of
this memo, existing authorizations for CST will i@meffective until the end of the current authatian period. Effective
September 28, 2009, if an adverse decision is dghemaintenance of services shall not exceed 8Heodir service limit.

Residential Level Ill and Level IV Services for Chidren




SECTION 10.68.A.(a)(7)(c)

All Medicaid funded child mental health, developr@mlisability and substance abuse residentialiceproviders (Level
lI-program type, Il and 1V) are required to beipatlly accredited by August 7, 2010 (one year fabate of enactment of
the legislation).

SECTION 10.68.A.(a)(7)(b) (d)(e)(f)
Authorizations currently in effect for Level Il driLevel IV residential services remain valid. Etfee September 28,
2009, the following criteria must be met for newrasisions to Level Il or Level IV child residentisgrvices:

1. The current provider and the LME System of Carer@mator (SOC) will convene the Child and Familyafe
(CFT).

2. The Child and Family Team shall review a curremhpoehensive clinical assessment that includescastson of
all life domains (emotional, social, safety, hogsimedical and health, educational, vocational, lagdl).

3. The Child and Family Team shall fully inform thewth and family of all service options.

4. The Child and Family Team must develop a dischatge on the approved DMH/DD/SAS and DMA Discharge
Plan found in Attachment A.

5. The discharge plan shall be submitted as parteoirtitial or reauthorization request for all chiesidential
services. Submission of the discharge plan isiredun order for the request to be considered detapFailure
to submit a complete discharge plan will resulthie request being returned as “Unable to Process.”

The CFT in developing the Person Centered Plah gi@hote least restrictive services in the honuelisas Intensive In-
Home or Multisytemic Therapy) prior to residenfiddhcement. During treatment there must be inctusiccommunity
activities and parent or legal guardian participain treatment.

In addition to the current eligibility criteria domented in DMA Clinical Coverage Policy 8D-2, befa child can be
admitted to Level Il or Level IV placement thelfoking shall apply:

1. Placement may be a transition from a Psychiatrgid@atial Treatment Facility (PRTF) or inpatienttisg
OR
2. Multisystemic Therapy (MST) or Intensive In-Homé&H]) services did not meet the youth’s treatmentsee
within the last six months and severe functionglairments persist;
AND
3. The CFT has reviewed all other alternatives mmbmmendations and recommends Level Il or [Vdesiial
placement due to maintaining the health and safktlye child.

For all new admissions to child residential sersjdength of stay is limited to no more than 129sdaAll requests for a
new admission must include a discharge plan inrdatethe request to be considered complete. Featlm submit a
complete discharge plan will result in the requeeshg returned as “Unable to Process.”

As of September 28, 2009, all concurrent authtidmna are limited to a maximum of 90 days afterc¢heent
authorization expires. All concurrent authorizatiequests require the following:

1. A new comprehensive clinical assessment (that addseco-occurring disorders as appropriate) byehpstrist
(independent of the residential provider and itsvjater organization) that includes clinical justétion for
continued stay at this level of care.

2. The CFT will review goals and treatment progress.

3. Family and/or caregivers are actively engagedeatment goals and objectives.

4. Arevised discharge plan.

The psychiatric assessment justifying the requedtearevised discharge plan must be submitted toe@ptions with the
ITR and Person Centered Plan revision includingidntation of the review of the CFT. The Persent€red Plan must
reflect the family and/or caregiver involvementri@atment. Failure to submit the psychiatric assent and the revised
discharge plan will result in the request beingmatd as “Unable to Process.”

Requests for Level Il and Level IV residential\sees for children must follow the established Eauhd Periodic
Screening, Diagnosis, and Treatment (EPSDT) praescand requirements, which are available at
http://www.dhhs.state.nc.us/dma/epsdt.

SECTION 10.68.A.(a)(7(g)(h)(i)
Any residential provider that ceases to functioa asovider shall provide written notification toM2, the Local
Management Entity, recipients, and ValueOptionsl&@s prior to closing of the business. Record teaance is the



responsibility of the provider and must be in coiapte with record retention requirements. Recstdl also be
available to state, federal, and local agencieslufe to comply with notification, recipient tratisn planning, or record
maintenance shall be grounds for withholding paytnoatil such activity is concluded. In additioajlfire to comply shall
be conditions that prevent enroliment for any Mad@wmr State-funded service.

Case Management Workgroup

To address the reduction in funds for Medicaid Qdaeagement services, DMA has convened a steeoimyrittee with
representatives from other Department of Healthtdmehan Services (DHHS) divisions, providers, resmips’ family
members and advocates, to identify ways to imptbeeefficiency and effectiveness of case managesermices. For
up-to-date information on this initiative, pleasetg the DMA website at
http://www.ncdhhs.gov/dma/provider/MedicaidCaseMmraent.htm Providers can review meeting agendas, minutes,
meeting handouts and working documents as welatsréports and an overview of current MedicaiddthCase
Management services. Please check this site fntigue stay current on developments.

Medicaid Card Changes

Changes related to new annual Medicaid cards fopients were presented in the September 2009 MebRulletin,
which was published on the DMA website on SeptemMb@009. Please be sure to review the infaonah the article
carefully. Medicaid Bulletins may be accessedtgt://www.ncdhhs.gov/dma/bulletin/

Electronic Claims Submission

Under Section 10.64A(a)(1)(a)and (b) DHHS is dieeldip take actions to achieve required budget teahs; including the
requirement for providers to both receive paymewt submit claims electronically. The implementatitate and other
requirements for the Electronic Claims Submissi@neravailable in the September 2009 Medicaid Bullethich may be
accessed at the web address above.

Electronic Funds Transfer Requirement

Effective with the second checkwrite in SeptemiSaptember 15, 2009) the N.C. Medicaid Programmaillonger issue
paper checks for claims payment. All payments béllmade electronically by automatic deposit toatteount specified
in the provider’'s Electronic Funds Transfer (EFTOtlorization Agreement for Automatic Deposits.

Providers were first notified of this cost-savingasure in the June 2009 Medicaid Bulletin. Additionformation about
the electronic funds transfer requirement and dblbeiget initiatives are available on DMA’s Budgeitihtives web page
at http://www.ncdhhs.gov/dma/provider/budgetinitiagvgtm

Providers who are currently receiving paper chégkslaims payment must complete and submit an BE&fhorization
Agreement for Automatic Deposits immediately toweeshat there is no disruption to payments. Thmfis available on
DMA's website athttp://www.ncdhhs.gov/dma/provider/forms.htm

Once the EFT Authorization Agreement has been stidxia test with the bank will be performed todate the account
information. This test will be done on the firfieckwrite in which financial activity occurs, folling receipt of the
completed form. Normally it will require one chealite to complete the process. Once the testinggss is complete,
payments will be electronically deposited dire¢tithe provider’s bank account one business day #fe checkwrite day.

Appeals
Session Law 2009-526, signed into law on Augus2®89, makes various clarifying changes to theireqments of the

Medicaid Fair Hearing and Appeals process. Chaagesummarized below. Refer to Session Law 2@
http://www.ncleg.net/enactedlegislation/sessionlaas2009-2010/s12009-526.pédr full details.

Section 2 (a)changes the effective date of an adverse dedisiom30 to10 daysfrom the date the notice of decision was
mailed. (The date the notice is mailed is the détbe notice). This section also states thatrevlaerequest for hearing
concerns an adverse decision related to Medicaigient services, upon the receipt of a timely sppthe DHHS shall
reinstate the services to the level or manner poi@ction by the DHHS as permitted by federal tawegulation. This
means that if the recipient or his/her guardiamuestjthe appeal within 10 days of the date theeaatias mailed and the
recipient was receiving services the day beforentiteee was mailed, services will continue undeimeaance of service.
Should the recipient request a hearing 11 to 38 ffayn the date the notice was mailed and wasviceservices the day
before the notice was mailed, there could be aydelpayment for the service beginning day 11 fitbmdate the notice
was mailed to the date the appeal is received dytifice of Administrative Hearings (OAH) and thélBS. Once the
appeal request is filed and received by OAH and BHservices will be reinstated and will continuelenmaintenance of
services as long as the recipient remains Medieiggble.



Section 10.15A.(h2provides that to the extent possible, the OAHIg@ledule and hear all contested Medicaid cases
within 55 daysof submission of a request for appeal. (The pevrequirement was 45 days).

In addition, all Medicaid hearings shall be conéddtelephonically or by video technology, unlessricipient or
applicant, or representative, requests an in-petsgaring. An in-person hearing shall be condutafake County;
however, for good cause shown, the in-person hganiny be conducted in the county of residenceefdcipient or
applicant. Please see Session Law 2009-526 atahsite above for a definition of good cause arittewr notification
requirements.

Continuancesshall only be granted in accordance with OAH raed shall not be granted on the day of the hearing,
except for good cause shown. If a petitioner failsake an appearance at a hearing that has begerly noticed via
certified mail by the OAH, the OAH shall immediatelismiss the contested case.

Mediation Timeframes and Processes
Session Law 2009-526 requires that if the parteeghresolved matters in the mediation, the cadélshaismissed by the
OAH. The OAH shall not conduct any contested Maidicases hearings until it has received notice filee mediator
assigned that either:

» the mediation was unsuccessful, or

» the petitioner has rejected the offer of mediatmn,

» the petitioner has failed to appear at a schedulediation.

New Evidence

The petitioner shall be permitted to submit evideregardless of whether obtained prior to or suliseigto the DHHS
actions and regardless of whether the DHHS hadportunity to consider the evidence in making gseimination to
deny, reduce, terminate or suspend a benefit. VBheh evidence is received, at the request of thel ) the
administrative law judge shall continue the heafarga minimum of 15 days and a maximum of 30 dayallow the
Department to review the evidence. Subsequemview of the evidence, if the DHHS reverses itgiodl decision, it
shall immediately inform the administrative law @&d

Issue for Hearing

For each penalty imposed or benefit reduced, textah or suspended, the hearing shall determingheththe DHHS
substantially prejudiced the rights of the petiéipand if the DHHS, based upon evidence at thdrgear

Exceeded its authority or jurisdiction; acted egously; failed to use proper procedure; acted raniit or capriciously; or
failed to act as required by law or rule.

Section10.15A.(e2) clarifies that the community sygort provider appeals process shall be developed dn
implemented as follows:

* Hearings are to be held in Wake County, exceptttfehearing officer may take testimony and receiidence
by telephone or other means. The petitioner angdtiGoner’s legal representative may appear leefioe hearing
officer in Wake County.

» Parties are no longer required to exchange copigscumentary evidence prior to the hearing.

* The appeal hearing shall be recorded and if aipeftior judicial review is filed the Department dtiaclude a
copy of the recording of the hearing as part ofdfiieial record.

e The final decision shall be rendered not more tt&hdays (previously 90 days) from the date offilireg of the
petition.

Information

As it becomes available, further information abitnet Medicaid recipient appeal process will be mitdd in the Medicaid
Bulletins Questions regarding the Medicaid recipient appearess may be directed to OAH (919-431-300) toliefree
CARE-LINE, Information and Referral Services (1-8862-7030), 7:00 a.m.-11:00 p.m., or DMA (919-85%4@).

Medicaid Provider Payment Suspension

Session Law 2009-451, SECTION 10.73A.(a)(b)(c)

DHHS may suspend payment to any North Carolina badiprovider against whom DMA has instituted sotgmment
action, termination of the NC Medicaid AdministragiParticipation Agreement, or referral to the Madtl Fraud
Investigations Unit of the North Carolina Attorn@gneral's Office. The suspension of payment sleaithlthe amount
under review and shall continue during the pend@i@ny appeal filed at the DHHS, the OAH, or Statéederal courts.
If the provider appeals the final agency decisind tihe decision is in favor of the provider, the B&ishall reimburse the
provider for payments for all valid claims suspeshdering the period of appeal.




Entering into a Medicaid Participation AgreementmiDHHS does not give rise to any property or lipeight in
continued participation as a provider in the N&#rolina Medicaid program.

DHHS shall not make any payment to a provider unéegl until all outstanding Medicaid recoupmergseasments, or
overpayments have been repaid in full to DHHS, tiogrewith any applicable penalty and interest chaygr unless and
until the provider has entered into an approvedvay plan.

State Funds Supplementing CAP-MR/DD Services

SECTION 10.21B

As was discussed in Implementation Update (IU) #58 General Assembly did impose restrictions @enube of state
funds to supplement the benefits that CAP-MR/DDpients receive through the waiver. Most waivaipents may only
continue to receive State-funded services wheretisenot a comparable service available in the @rairhose services
are “limited to guardianship, room and board, ametlimited supplemental staffing to stabilize desitial placement.”
There is an exception for former Thomas@nsumers. Those individuals may continue teiveca broader array of
State-funded consumers, based upon the LME’s aattimm. In order to come into compliance withsthimitation, all
LMEs should complete their review of the State-fethdervices being received by waiver recipienttater than October
1, 2009. As noted in IU # 59, LMEs should not reglor terminate State-funded services if a revideon Centered Plan
has been submitted to ValueOptions until the reljgan has time to be processed.

Unless noted otherwise, please email any questedated to this Implementation UpdateGontactbMH@ncmail.net

cc: Secretary Lanier M. Cansler Christiater
Allen Feezor Sharnese Ransome
Dan Stewart Wayne Williams
DMH/DD/SAS Executive Leadership Team Shawn Bark
DMA Deputy and Assistant Directors Melanie Bush



